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Formation of a left ventricular (LV) thrombus may followan anterior acute myocardial infarction (AMI) and isassociated with a significant risk of systemic emboliza-tion.1 A 37-year-old man was seen at a referring hospital
with acute ischemia of the right lower limb with pain, paresthesia,
and paresis. There was a history of cocaine use by inhalation, with
description of anginal pain during bouts of drug use and a more
sustained episode of thoracic pain about 4 months before admis-
sion. There were no signs or symptoms of congestive heart failure.
A successful right femoral thrombectomy was performed with
general anesthesia, and intravenous heparin therapy was instituted.
The electrocardiogram on admission revealed an anteroseptal
myocardial infarction of undetermined date. A transthoracic echo-
cardiogram was performed to identify the source of embolism and
revealed a severe LV dysfunction with an ejection fraction of 30%.
The transesophageal echocardiogram showed an apical mural
thrombus with a large, pedunculated, mobile, heterogeneous mass
floating in the LV (Figure 1). A coronary angiogram was done
before the operation and showed no significant coronary artery
stenosis.
Because of the risk of embolization as a result of the mobile
nature and the size of the thrombus, surgical treatment was pro-
posed. After median sternotomy and establishment of cardiopul-
monary bypass with double caval cannulation, the aorta was cross-
clamped and tepid antegrade blood cardioplegia was administered
before any manipulation of the heart. A left atriotomy was per-
formed, and the mitral valve was explored. Thrombi were aspi-
rated, and there were no signs of infection. All mobile parts were
excised. Video-assisted exploration was performed to ascertain
complete thrombus excision, although the access to the apex was
difficult. The LV cavity was then washed out extensively with
warm saline solution and de´brided. The crossclamp time was 36
minutes, and the total cardiopulmonary bypass time was 50 min-
utes. Postoperative transesophageal echocardiography showed
complete excision except for the mural (Figure 2). Heparin therapy
without bolus administration was restarted 4 hours after the oper-
ation to prevent the recurrence of thrombi. The patient was oper-
ated on again the next morning for bleeding from the left atriotomy
without hemodynamic instability, and the ensuing postoperative
course was uneventful. The microscopic examination of the throm-
bus revealed an accumulation of fibrin, platelets, and red cells. The
patient was discharged 7 days after the surgery with a 6-month
course of oral anticoagulant therapy.
Comments
The first report of an association between cocaine use and AMI
was in 1982.2 The risk is increased 24 times in the first 60 minutes
after cocaine use, and this is unrelated to the amount ingested.2 The
exact incidence of AMI among cocaine users is unknown, but
about 6% of patients who arrive at the emergency department with
cocaine-induced retrosternal pain have enzymatic evidence of
AMI.2 The formation of a ventricular thrombus after AMI is
common no matter the cause, despite therapeutic anticoagulation.1
Also, ventricular thrombi usually appear after anterior AMI and
early in its course, with considerable chances of systemic embo-
lization depending on the morphologic appearance.3
Few reports have been published about LV thrombus associ-
ated with cocaine-induced AMI,4,5 but intracavitary cardiac eval-
uation is required even when no sign of embolization is present,
because cocaine is associated with platelet activation, formation of
platelets, and thrombosis promotion.6 Postinfarction LV thrombi
are at risk of embolization, especially if they are mobile and
pedunculated,3 as was demonstrated in our case with a clear
episode of right lower limb ischemia. A role for systemic antico-
agulation and thrombolysis has already been demonstrated, but this
may sometimes lead to the formation of an unstable thrombus,
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Figure 1. Preoperative transesophageal echocardiogram demon-
strating echodense mass at LV apex (arrow).
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emphasizing the need of a close echocardiographic and surgical
follow-up.7
The indications for surgical thrombectomy are an episode of
systemic or coronary embolization or a change in the morphologic
features.7,8 Different surgical techniques have been described, such
as left ventriculotomy,8 transaortic video-assisted,9 and left atrial3
approaches. Video-assisted techniques can be useful to facilitate
exposure of the inner LV and confirm complete excision of the
thrombus. Importantly, techniques that avoid ventriculotomy allow
preservation of the LV function and a better postoperative course.
With a history of systemic embolization in a patient who uses
cocaine, transesophageal echocardiographic evaluation is manda-
tory to excluded LV thrombus. Although anticoagulation is re-
quired, surgical thrombectomy is the sole treatment that will avoid
recurrence. Video-assisted techniques are especially helpful in the
presence of ventricular dysfunction when ventriculotomy would
compromise LV function, as was the case here with a reduced LV
ejection fraction related to previous AMI.
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Figure 2. Postoperative transesophageal echocardiographic re-
sult.
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